Blue nevus is a congenital and acquired melanocytic proliferation that includes different histological types. The atypical cellular type has been rarely described and it classically has a benign course. However, because of its intermediate features between common blue nevus and malignant blue nevus, long-term clinical follow-up is required. Here we report the case of a 28-year-old woman who presented with an atypical cellular blue nevus on the right foot.
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de Lorenzi et al.: Atypical Cellular Blue Nevus www.karger.com/dpa A biopsy of the lesion showed dermal proliferation of spindle cells organized in fascicles with a storiform pattern or in nests. Smaller epithelioid cells with nuclei similar to the spindle cells were also present. The lesion infiltrated the subcutaneous fat along with the septa (thickness: 1.9 mm). There were no mitoses. S100, SOX10, melan-A, and MITF were diffusely positive. Based on the morphological aspect ( Fig. 1a -c) and immunohistochemical profile ( Fig. 1d ), the diagnosis of atypical blue nevus (BN) with hypercellularity was made. The lesion was surgically removed and exhibited an atypical cellular BN (ACBN).
Discussion and Conclusion
BN is a congenital and acquired melanocytic proliferation that includes different histological types: common, cellular, atypical cellular, desmoplastic cellular, combined, compound, and malignant [1] [2] [3] . First described by Tièche in 1906 [2, 3] , this melanocytic lesion usually appears in childhood and rarely before birth [1, 3] .
Few cases of ACBN have been described [4, 5] . The scalp, trunk, buttocks, and extremities are the main localizations reported, and it seems to be more common among women than among men [4] . It is a rare variant of cellular BN, with clinical features resembling classic BN and histological features similar to malignant BN [4] . Compared to common BN, ACBN often shows asymmetry on histology, an infiltrating border, and extension into subcutaneous tissue [6] . The lesion exhibits sheet-like growth. However, there is usually a pattern of nesting in the tumoral area that may be highlighted with the use of a reticulin stain. Furthermore, it has a higher proliferative index and higher mitotic rate [1, 6] . Because of the presence of atypical spindle cells with periadnexal or perineural infiltration and peri-or intratumoral lymphocytic infiltrates, ACBN can be misdiagnosed as malignant melanoma. The absence of a junctional malignant melanocytic component with an intraepidermal pagetoid spread or atypical mitoses helps in diagnosis [4] . A report on 9 cases published by Tran et al. [4] showed that ACBN classically have a benign clinical course, acting as common BN, but because of the intermediate features between common BN and malignant BN and their indeterminate nature, complete excision with a 1-cm margin and long-term follow-up are recommended [1, 4] .
In conclusion, ACBN is a rare lesion that can be difficult to diagnose. Because of its intermediate features, long-term clinical follow-up is required.
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